Cervical lymphadenopathy, a condition with multifactorial etiology is one of the common presentations in patients reporting to dental clinic. It is thus imperative that oral physicians have to be well versed with the causes of cervical lymphadenopathy. The present article describes a case of 24-year-old male who reported to his dentist with complaint of painless swelling of 4 months duration on right side of neck. Oral examination revealed missing mandibular third molars on both sides, which was confirmed on radiograph. Considering reactive lymphadenitis secondary to inflamed impacted molar as a reason for neck swelling, the surgical removal of third molar of right side was performed under antibiotic coverage which was uneventful. As the neck swelling persisted even after removal of molar, patient had undergone fine needle aspiration cytology and then the swelling was diagnosed as tubercular lymphadenitis. He was treated by antitubercular therapy for 6 months regimen, after then he was perfectly alright. The present report aims to highlight contemplative role of oral physician in early diagnosis of neck swellings that can result in on-time management.
INTRODUCTION
Lymphadenopathy is one of the common finding in patients reporting to dental clinic. It is likely that over half of all patients examined each day may have enlarged lymph nodes in the head and neck region. Etiology of cervical lymphadenopathy is variable and thus the management also varies from patient to patient.
The majority of patients presenting with cervical lymphadenopathy have easily identifiable cause as benign lymphoid hyperplasia or reactive cervical lymphadenitis. However, in some cases, the discovery of enlarged cervical lymph nodes may raise the spectrum of serious illness such as lymphoma, metastasis from oral cancer, distant metastasis from other primary cancers, acquired immunodeficiency syndrome, tuberculosis (TB), amyloidosis, and deep © 2018 Special Care Dentistry Association and Wiley Periodicals, Inc. fungal infections. 1, 2 It is therefore essential that oral physicians become familiar with the various diseases of cervical lymph nodes. Their task is to efficiently diagnose major illness from benign lymphadenopathy.
TB is a granulomatous inflammatory process consequent to infection by Mycobacterium tuberculosis (human or bovine type). TB affects one-third of the world's population. Tubercular lymphadenitis is the commonest form of extrapulmonary TB. Its incidence has started to rise worldwide in recent years, with the growing number of HIV-infected population. 3 Tuberculous cervical lymphadenitis usually manifested as a chronic, persistent, painless, slowly growing mass in the neck. However, these features are not specific and thus the application of variety of diagnostic modalities like fine needle aspiration cytology, imaging, etc., becomes mandatory. The antituberculous chemotherapy, with or without surgical F I G U R E 1 Showing swelling on right side of neck excision of the involved cervical lymph nodes, is the treatment of choice. 4 The present case report intends to describe the role of oral physician in diagnosing neck swelling, to include tuberculous lymphadenitis as one of the possible reasons for neck swelling in a patient reporting to oral physician. This situation is more applicable in Indian scenario. A high index of suspicion can result in early diagnosis and patient can be treated without delay.
A case report
A 24-year-male reported to outpatient department of Oral Medicine and Radiology, with complaint of painless swelling below the angle of the mandible on right side of neck of approximately 4 months duration. The swelling gradually increased in size. He was from a low socioeconomic status. He didn't give history of any systemic illness like diabetes, hypertension, tuberculosis, hematological disorder, or malignancies. There was a history of occasional low-grade fever but no cough, anorexia, or night sweats. No history of weight loss or difficulty in swallowing or breathing. On extracting family history, he informed that one of his cousins was suffering from a chronic illness approximately a year back and was treated for 6 to 7 months, who was then perfectly alright.
The patient was healthy except the presence of single swelling on upper part of right side of neck which was discrete measuring approximately 5 × 3 cm in size. (Figure 1 ) On palpation, the swelling was mildly tender, firm, nodular, and mobile with smooth intact overlying skin. Examination of contralateral side was totally unremarkable. Oral examination revealed missing mandibular third molars on both sides and associated mild tenderness in that region. There was marked inflammation or peri-coronitis associated with right impacted third molar while the second molar (47) was vital despite of its big restoration. To confirm the status of mandibular third molars, orthopantomograph was done that depicted presence of impacted third molars bilaterally as shown in Figure 2 . The right third molar was horizontally impacted while F I G U R E 2 Orthopantomograph depicting impacted mandibular third molars the left was vertically positioned. As there were no other clinical findings indicative of systemic cause for that neck swelling, reactive lymphadenitis secondary to impacted molar was considered as the first possibility. Then, disimpaction of third molar of right side was performed under antibiotic coverage, which was uneventful. Within a month there was appropriate healing at surgical site but the swelling persist, required further investigations. However, tuberculous lymphadenopathy was considered as second possibility bearing in mind the history of occasional low-grade fever and history about chronic illness of the relative of the patient, probably tuberculosis.
Results of the blood investigations were within normal limit (hemoglobin 13 g/dL, white blood cell, 6.7 × 10 3 uL: lymphocytes 38.1%, monocytes 9.8%, granulocytes 51%). His biochemical evaluation revealed low levels of sodium (134.70 mmol/L), elevated levels of potassium (3.66 mmol/L), and elevated serum ALP (>135 IU/L).
Chest X-ray showed clear lung fields; human immunodeficiency virus I and II screening negative. As a noninvasive investigation, ultrasonography (USG) of neck was performed which showed multiple, round, matted lymph nodes with lost hilum suggestive of tuberculous lymphadenopathy ( Figure 3A) . Color Doppler ultrasound revealed peripheral vascular flow ( Figure 3B ). Mantoux test was positive as that was more than 15 mm after 2 days. All the investigations were suggestive of tuberculous lymphadenopathy. So, to confirm the diagnosis, fine needle aspiration cytology of the neck swelling was performed after taking informed consent of the patient that showed epithelioid cells, multinucleated giant cells with few scattered stromal fragments suggestive of tuberculous lymphadenopathy. (Figure 4A ) Also, Ziehl-Neelsen staining of the aspirate confirmed the presence of tuberculous mycobacteia. (Figure 4B ). The patient had received BCG vaccine within 48 hours after birth as recalled by the accompanying person (his father).
He was treated by antitubercular therapy for 6 months regimen containing isoniazid (300 mg once daily), rifampicin (600 mg once daily), and pyrazinamide (1500 mg daily) for 2 months followed by same doses of isoniazid, rifampicin for 4 months given on daily basis, and progress was assessed by clinical examination as well as 3-monthly ESR estimation. Swelling completely resolved within first 3 months of the therapy. But, treatment continued as per the protocol. After 6 months follow-up, he was perfectly alright.
DISCUSSION
One of the common presentations of extrapulmonary form of TB is lymphadenopathy. Among these the lymph nodes of the jugular chain, posterior triangle, and supraclavicular fossa are commonly involved. 3 It is reported that there is an increase in incidence of extrapulmonary form of TB, especially tubercular cervical lymphadenitis in developing countries like India. 5 TB continues to be a major public health problem in India with an estimated 2.1 million incidence cases and about 240000 TB deaths annually. 6 In one of the study from central India, Wardha district of Maharashtra, which is a residency area of the reported patient, the prevalence of pulmonary TB was estimated at 188.7 (140.3-236.9) per 100000 populations. Authors reported that though there has been a significant decline of 61% in the prevalence of pulmonary TB in the district when compared to an earlier survey in mid-1980s, still TB is a major problem in the district and requires further strengthening of TB control efforts. 7 Nonetheless, as per the National Immunization Schedule-Pune Municipal Corporation, India, the BCG vaccination is recommended in all healthy babies as close to the time of birth as possible for maximum protection. However, the protection is not complete despite of vaccination and the duration of protection is also variable, which appears to depend on geography as mentioned in different studies. 8, 9 It is well known that the humans are the only reservoir for M. tuberculosis. Transmission is from person to person via respiratory route by inhalation of small aerosols. After a short period of replication in the lungs, silent dissemination occurs through the lymphohematogenous system to extrapulmonary sites, including the cervical lymph nodes. In addition, cervical tuberculous lymphadenitis may represent a spread from the primary focus of infection in the tonsils, adenoids, sinonasal, or osteomyelitis of the ethmoid bone. 10 An accurate diagnosis of tuberculous cervical lymphadenitis on the basis of clinical features is sometimes difficult because of its clinical resemblance to many other conditions. Thus, the diagnosis requires high index of suspicion in patient with positive demographic and family history, and use of a variety of diagnostic modalities. Even the patient demographics and positive family history should alert clinicians to consider tuberculosis as a possible diagnosis. In the present case, oral physician didn't think of any other reason for neck swelling except impacted molar which was a big mistake on his side. That results in 2 months delay in initiation of antitubercular therapy.
Delay in diagnosis can lead to various complications like necrosis, collar-stud abscess formation, chronic draining fistula as well as disseminated disease. Also delay in diagnosis or contact with the untreated patient is a recognized occupational risk for dentists, as they work in close proximity to the nasal and oral cavities of patients, with the possible generation of potentially infectious sprays during routine operative procedures. Patient with active disease may be a source for spread of disease not only to the family but to the society also.
In the present case, the diagnosis was based upon clinical suspicion, fine needle aspiration cytology which depicted the presence of tuberculous mycobacteria and excellent response to antituberculous treatment.
In similar cases, another important aspect is to differentiate tuberculous from nontuberculous mycobacterial cervical lymphadenitis because their treatment protocols vary. Tuberculous type requires chronic chemotherapy while the nontuberculous requires surgical intervention. Though PCR plays significant role in differentiating these 2 conditions, this facility was not available at our set up. Nevertheless, the possibility of metastatic lymphadenopathy should also be considered if an elderly person reports with similar presentation of short duration.
Garg et al 11 reported a similar case of a girl presented to dental clinic with a complaint of painless swelling with no history of fever, cough, hemoptysis, or weight loss. Considering decayed mandibular molars as the cause for neck swelling restorative treatment was planned for the carious teeth. But, presence of multiple radioacities suggestive of calcification on orthopantomograph alarmed oral physician to proceed for investigations in search of accurate reason for neck mass. 11 Carter et al 12 also reported similar cases, which were initially misdiagnosed as having dental infection. They demonstrated the importance of taking a good history and considering the differential diagnosis of TB when appropriate.
Increased ESR, leukocytosis thrombocytosis, anemia, and hyponatremia suggest nonspecific inflammation or a chronic disease status. Chest radiographs and tuberculin skin test have limited diagnostic value in areas where BCG vaccination is mandatory. Imaging today plays an important role in the evaluation of disease in the cervical lymph nodes.
USG and computed tomography (CT) are complementary in diagnosis and management of tuberculous lymphadenitis presenting with complications. USG helps in better localization of site for biopsy or FNAC and drainage of pus with high diagnostic yield, while CT helps in better anatomical localization of lymph nodes not usually detected on clinical examination. 13 In cases of lymph nodes smaller than 0.5 cm, the sensitivity of USG is superior to that of CT and MRI (magnetic reasonanace imaging). Due to these facts and the availability of high frequency probes, USG becomes important in maxillofacial diagnosis. 14 Though FNAC or histopathology confirms diagnosis; USG serves as a reliable, effective, and noninvasive adjuvant in making the diagnosis.
Enlarged round lymph node with loss of hilum are the common USG features of both tuberculous and metastatic lymph nodes. But, the presence of matting and periadenitis is characteristic feature of tuberculous lymphadenitis which is not seen in metastatic nodes. 15 On color Doppler ultrasound, the peripheral vascular flow is usually noted in tuberculous lymph node as the hilar vascularity is destroyed by the intranodal cystic necrosis which induces blood supply from the periphery, particularly from the inflamed perinodal tissue. The high incidence of displayed hilar vessels in tuberculous nodes is caused by the focal area of necrosis within the lymph nodes. 16 Among FNAC and biopsy of lymph node, FNAC is less invasive, useful in immunocompromised hosts and in resource-limited settings. Excisional biopsy has the highest sensitivity at 80%. Initial excisional biopsy deserves consideration for both diagnosis and management of the otherwise slow response to therapy. 17 Pandit et al 18 described importance of histopathology in tuberculous cervical lymphadenopathy to avoid pitfalls of blind antitubercular treatment.
Kanjanopas et al 19 suggested increased cure rate in tuberculous cervical lymphadenoapthy by surgical treatment for accessible lymph nodes ≥3 cm in diameter prior to a full course of drug therapy as compared to medication alone. In India, RNTCP Category III regimen is recommended for uncomplicated TB lymphadenitis. 20 The antitubarculous drugs are known to cause side effects. Gupta 20 reported in detail about the difficulties encountered in managing lymph node tuberculosis and also mentioned about the remedies to overcome these difficulties. Yee et al 21 stated that individual susceptibility is a key factor for drug reactions and pyrazinamide have high incidence of major side effects. Fortunately this patient had responded well to therapy without any side effects.
On the basis of a retrospective review of 194 cases of extrapulmonary TB at a tertiary care hospital in Karachi, Pakistan, Subash Chandir et al 22 recommended that the standardized guidelines should be developed for the diagnosis and treatment of extrapulmonary TB. 22 The present case report and review aims to alert oral physicians that when encountered with inflammatory cervical nodes, they should be vigilant about the possibility of tuberculous cervical lymphadenitis, to avoid needless delay in the treatment of this disease.
CONCLUSION
Oral physician should always consider tuberculous cervical lymphadenitis as one of the causes, in neck swelling of long duration. A high index of suspicion can result in early diagnosis with the help of investigations and timely management of the patient.
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